Addressing inequitable access
to hospice care
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The pandemic provided opportunities for initiatives that had previously been discussed to become
reality. Within certain areas of
the UK, hospices and community
colleagues were able to be brought
together with central contact points
and a more integrated approach
to working.13 Reports showed
different services amalgamated
to form multiprofessional teams
providing both personal care
and specialist community care.9
Increased application of technology was used to facilitate multidisciplinary team meetings with a
broader membership or to provide
daily staff updates. Internationally,
initiatives such as Project ECHO14
enabled shared learning and facilitated the transfer of knowledge and
skills to the wider workforce.15 16
The Lancet Commission challenges
us to go further—hospices, as part
of specialist palliative care services,
need to advocate for building
community capacity in its broadest
sense, sharing knowledge and skills,
and bringing networks together.1
Time is of the essence. Within the
UK, for example, there are ongoing
changes to the structures within
their national health system. Integrated care systems (ICSs), partnerships bringing together those
who prioritise and fund care, with
local councils and providers of care
services across specific geographical locations, are set to become
statutory in 2022. Regionally, strategic networks representing Palliative and End-
of-
life Care have
a key role in collectively guiding
and supporting ICSs in the integration and improvement of patient
care, advocating for ‘joined up’
approaches.
In view of evolving changes,
we would advocate the following
recommendations:
1. Leadership: There needs to be a
move away from seeing ‘hospice
care’ as that solely provided within a structure of a building or institution and more focus given to
outreach and engagement within
communities. Hospices’ specialist
skills remain of vital importance,
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but they need to use their standing
to lead and influence policy-makers
and create an environment for community partnership.
2. Encouraging new approaches to
hospice care: new ways of working
should be encouraged to both generate novel initiatives and facilitate
the sharing of positive outcomes.
This includes valuing informal dialogue with a range of partners and
stakeholders, as well as experimenting with innovative approaches to
service provision. Support from robust research is needed and should
not only value the generalisability
of findings but provide evidence
about how community care and institutional hospices can better work
together in their specific locales and
circumstances.
3. Engagement of patients, public and
civic society: the patient voice is integral to guide the potential codesign of services and how they are
organised and provided. Hospices
need to open-up conversations with
the public so they can directly influence how hospice care is provided
in their community; how hospice
care is connected across much wider
health and social care systems; and,
how hospice care can better engage
in meaningful partnerships across
societies.

SUMMARY
The COVID-
19 pandemic has
exacerbated many pre-
existing
healthcare inequities but has also
accelerated many long-awaited and
much needed changes to enable the
provision of more palliative care
within the community setting. It is
now time for institutions and facilities which provide hospice care
to reflect on how those inequities
grew around them, despite their
better efforts. Hospices can use
their social and moral standing to
instigate a shift in the discussion
about how ‘good’ deaths can be
accessible to all in their communities. Additionally, hospices can
recognise the role that they play
in amplifying the voice of their
community to others. Moving
towards a shared vision and
purpose, which has the person and
their community network at its

centre, can help bring about more
equitable palliative care.
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